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RÉsumÉ

Grâce aux possibilités de nouveaux cathétérismes l'endolaser apporte un traitement très efficace pour des cas difficiles ou lorsque certains traitements échouent : impossibilité d'injecter des agents sclérosant au niveau du pied ou risque de diffusion dans des veines profondes ou dans des territoires dangereux. Afin d'être réalisée correctement, cette technique nécessite une expérience avec de nombreuses "astuces" qui doivent être connues.

SUMMARY
Thanks to the possibility of "intelligent" catheterism, the endolaser enables a very efficient therapy in places of difficult access or where therapeutic issues are raised, impossibility to inject sclerosing liquid on the foot or risk of diffusion in deep way or dangerous territory.

This technic necessits a training considering the numerous "tricks" that should be known to ensure a proper realisation.

The interest of a therapy for collateral veins, of perforators of large size or of redux is to combine a percutaneous approach with direct puncture, a local anaesthesia, duplex-guidance as well as the power of a therapy in case of a weak attack.

As for any new therapy, it seems interesting to apply it to the technical difficulties faced with other therapies.

For instance, the injection of foam in big Cockett or grastrognemian perforator veins. The sclerosis of redux of short saphenous.

THE TECHNIQUE
The fibres used are identical fibres to those used for big or small saphena veins that is to say 600 microns.

As a matter of fact, even if it exists fibres of 400 or 200 microns which are more flexible, the potency that can be delivered is not interesting for the average size of the veins that have to be cured.

The cartographic echography enables to choose the place or what is more specific the places of penetration of the fibro.

One can use either cathelons° 16 g or introducer 9f of interventional radiology (2 mm).

The fibre can therefore be introduced naked or in a catheter d'angiographie type royal flush plus straight visceral angiographic catheter°, this catheter itself having the possibility to be fixed on a metallic leader.

The puncture is done either directly at the palpation for visible varixes or under the echographic control using sterile gel.

The fibre is localized by echography taking into account that it is necessary to have assessed the length of the fibre which is free in order not to pull it into the catheter guide tube.

It is important to fix together the fibre and the catheter guide tube with a strip as the blood which ooze al the output of the catheter guide tube can lead to the defixing of the two elements ; if this happens, the fibre might slip back into the guide cube and lead to an unexpected healing of the catheter.

The puncture is made either without anaesthesia or with a cutaneous anaesthesia type cream Emla°.

Sometimes, it is necessary to make a small cutaneous puncture using a needle because the penetration into the skin might be difficult facing resistance jeopardising a precise positioning.

The turnefaction is made only when the positioning of the fibre is certain as it restrains the visualization of all the elements.

To make the tumescence, one should use 250 ml of physiologic serum plus a bottle of xylocaine without epinephrine at 1 % ; the infiltration is made under echography at the level of the two versants, internal and external of the vein.

The potency to be used is a minimum of 8 watts with adapted times for pulling out (1,5 / 3,5 s).

A manual pressure enables to feel the crepitation and there must be an adherence to the fibre during the recession.

During the descent of the fibre, this adherence can be held responsible for a slide of the fibre in the system of introduction ; therefore, the necessity to have the two elements well fixed together. In case of a convolute path, punctures should be made all along the path.

THE INDICATIONS
They can be split in three categories : 

· The classic accessory paths that is to say the anterior saphenous veins, the veins of Giacomini, the veins of external front to the thigh, the accessories for legs type incontinence of the Leonard vein or of the pre-tibial vein ;

· The recurrences post-surgery in particular during CHIVA ; 

· The perforator veins ; the accessory paths.

In the case of the anterior saphenous vein or echarpe with the characteristic to have a high joint, we are in the same strategy as for a saphenous vein big or small.

For the collateral of Giacomini, there is a specificity. Certain veins of Giacomini or related have all or part of their path in sub-aponevrotic that implies a tumefaction precise and correctly made in position and volume.

As far as the collateral varicose veins of legs oftenly convolute or big, it is frequent to realize multiple punctures by level ; these veins are in the subcutaneous fatty tissue and the tumefaction is therefore less efficient due to the suffusion of the liquid. This is contrary to what happens with the under facial big saphenous vein having the liquid remaining captive into ; in this case, it is necessary to inject a higher volume and to control the proper evolution of the tumefaction.

The procedure for the malleolus convolute varixes or for those of the foot is specific ; in this case, a catheterisme by level of the veins is made with cathelon 16 g and also multiple shootings along the path.

The perforators are treated where they emerge ; this is being done by the penetration of a fibre trough puncture with a cathelon to occlude the point where there is the seepage/dribbling.

THE PARAMETERS
Some time ago, the potencies used were in the range of 5 to 7 watts considering the superficial aspects of the collateral veins.

In spite of the shooting delays from 2 to 3,5 seconds, these potencies were not efficient due to premature repermeabilisation.

Nowadays, the minimal potency used is 8 watts with shooting delays from 1 to 4 seconds according to the calibre of the vessel.

THE NEXT STEPS
The skin has to be protected with an elastomouse° and, according to the calibre and the superficiality of the vessel, a compression by plate/siab/plaque de mousse type n/n (Thuasne)° must be added, the biggest and more superficial the vessel is, the strongest will be the compression ; then a settling through elastoplaste° is put in place.

Ecchymosises are rare and without consequences.

However, it might happen from time to time and induration of the vein being cured comparable to the one encountered during a chemical sclerosis ; it will be easily controlled thanks to AINS during 5 to 6 days.

THE COMPLICATIONS
The two most classical complications are the dysesthesia and the cutaneous pigmentation.

The dysesthesias are not very frequent considering the place of the therapy ; the collateral effects on the third lower level of the leg where is the small saphena vein are not more frequent than during a surgery, less tan 10 %. All have disappeared after a medical cure of less than one month.

The pigmentations like those observed with a sclerosis vanish progressively.

For the patients having a defect of their coagulation factors, deficit in factor V Leidden, and even if no venous thrombosis has been noticed until now, it is prudent to make a prophylaxis through heparin during around 10 days.

